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542 Abstracts August 2014Methods: This was a retrospective study of all dialysis access proce-
dures performed by a single vascular surgeon before (period 1, October
2009 to April 2012) and after (period 2, May 2012 to December 2013)
the protocol initiation. The protocol included favoring the brachiocephalic
(BC) location unless the patient was an ideal anatomic candidate for a radio-
cephalic (RC) AVF, creating a larger and standardized arteriotomy, and use
of a large venous footplate whenever possible. The main outcome measure
was failure to achieve maturation. Secondary outcomes were type of ﬁstula,
steal syndrome, time to maturation, and central catheter infections.
Results: Of 232 vascular access procedures that were performed,
90.1% were AVFs. There was no difference in use of AVFs over AV grafts
between period 1 (93% AVFs) and period 2 (86% AVFs, P ¼ .1). Of 209
AVF, 11 patients (5.3%) were lost to follow-up and 7 (3.3%) were awaiting
a second stage procedure, leaving 191 patients with maturation data
(Table). BC AVF was performed more often in period 2 (P ¼ .01), with
a trend toward decreased use of RC AVF (P ¼ .06). Median arteriotomy
size in period 2 was 7 mm. Failure of maturation was signiﬁcantly decreased
in period 2 (odds ratio, 5.0; 95% conﬁdence interval, 1.2-inﬁnite;, P ¼ .03),
as was the incidence of central catheter infections (P ¼ .006). There was no
difference in steal syndrome (P ¼ 1.0) or time to maturation (P ¼ .3).
Conclusions: Creating a standardized AVF protocol resulted in a sig-
niﬁcant decrease in the rate of AVF failure. This was achieved while main-
taining the same high percentage of ﬁstulas, a lower rate of central
catheter infections, and the same low incidence of steal syndrome. We
were able to decrease rates of AVF failure by following strict anatomic
guidelines, including preferential migration to BC location, generous arte-
riotomy, and use of a large venous footplate.Table. Comparison of arteriovenous ﬁstula data between study periods
Period 1
(n ¼ 94)
Period 2
(n ¼ 97)
OR
(95% CI) P
Male gender, No. (%) 64 (68) 64 (66) 1.1 (0.6-2.0) .8
Brachiocephalic, No. (%) 35 (37) 54 (56) 0.6 (0.3-0.8) .01
Radiocephalic, No. (%) 34 (36) 22 (23) .06
Superﬁcialization,
No. (%)
25 (27) 20 (21) 1.4 (0.7-2.7) .3
Diabetes, No. (%) 65 (69) 60 (62) 1.4 (0.8-2.5) .3
Tobacco use, No. (%) 10 (11) 4 (4) 2.8 (0.8-9.2) .1
Maturation time,
median (IQR) days
69 (45-110) 56 (44-106) .3
Failure of Maturation,
No. (%)
9 (10) 2 (2) 5 (1.1-23.9) .03
Steal, No. (%) 3 (3) 4 (4) 0.8 (0.2-3.5) 1
Central catheter
infection, No. (%)
7 (7) 0 NA .006
CI, conﬁdence interval; IQR, interquartile range; OR, odds ratio.
Table. Two-week postoperative venogram results
Variable
Symptomatic side, No. (%)
NC (n ¼ 33) (n ¼ 29) VA (n ¼ 70) AT (n ¼ 8)
Open 15 (45) 15 (52) 22 (31) 2 (25)
Stenosis (dilated) 11 (33) 9 (31) 37 (53) 4 (50)
Occluded 7 (21) 5 (17) 11 (16) 2 (25)
AT, Acute thrombus; NC, no compression; VA, venous ablation; VC,
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Objective: Although preoperative ultrasound (pre-op US) vein map-
ping is often used to determine patient eligibility for ﬁstula creation, tech-
nical inaccuracies may erroneously exclude patients. A policy of routine
intraoperative assessment of all patients, despite poor pre-op US, may lead
to greater ﬁstula creation rates but higher failure rates. This study evaluated
whether pre-op US vein mapping or intraoperative assessment is better
correlated with ﬁstula success.
Methods: Between February 2007 and July 2012, all autologous arte-
riovenous ﬁstulas (AVFs) created at a single Veterans Administration Med-
ical Center were examined. Access maturation, patency, and failure rates
were determined. Pre-op US vein mapping was used to classify patients as
good (vein >3 mm) or poor candidates (<3 mm). Intraoperative assessment
of the veins was routinely performed, and patients were classiﬁed as good or
poor candidates qualitatively. Outcomes were compared based on pre-op
US vein mapping and intraoperative evaluation.
Results: Over the 5-year time period, 387 ﬁstulas were created in
361 patients (mean age, 64 6 10 years; body mass index, 28 6 7 kg/m2).
In patients with preoperative vein sizes of <3 mm (36% of patients)or $3 mm (64%), the maturation and overall failure rates were 71%
vs 75% (P ¼ .61) and 68% vs 58% (P ¼ .15), respectively. In patients
with assessments of poor (14% of patients) or good veins (86%) at time
of operation, the maturation and overall failure rates were 42% vs 82%
(P < .001) and 86% vs 54% (P < .001). Those with poor veins under-
went intraoperative dilation more frequently (31% vs 6%, P < .001). In
patients with small preoperative vein size (<3 mm), intraoperative
assessment of good quality vessels was associated with a 73% maturation
rate.
Conclusions: Intraoperative assessment but not preoperative vein
mapping appears to be more accurately associated with maturation and
overall failure rates. Therefore, even in patients with inadequate preopera-
tive vein mapping, surgical intraoperative assessment may still be warranted.
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Objective: This study reviewed preoperative and postoperative duplex
scans and postoperative venograms in patients with subclavian vein throm-
bosis who underwent ﬁrst rib resection and scalenectomy (FRRS) during
2005 to 2013.
Methods: Preoperative venous duplex scans revealed no compres-
sion (NC), venous compression (VC, $50% decrease in velocity on
abduction), venous ablation (VA, 0 velocity on abduction), and acute
thrombus (AT, 0 velocity on abduction and adduction). Correlation
with 2-week postoperative venograms (open, stenosis requiring dilata-
tion, or occluded) and postoperative (2-4, 6-8, and 12-month) duplex
scans was performed.
Results: Of 215 patients treated with FRRS, 140 had an ipsilateral
preoperative duplex scan and postoperative venogram. Twenty-nine pa-
tients (21%) had VC, 70 (50%) had VA, 8 (5.7%) had AT, and 33
(24%) had NC. Patients with preoperative NC or VC were more likely
to have an open vein on venogram (P < .02; Table). At 6 to 8 months
after FRRS, patients with preoperative VA were more likely to have
compression or ablation (P < .01); no difference was seen at 1 year.
Patency rates at last follow-up were 100% in the preoperative VC and AT
groups and 97% in those with VA or NC. A total of 128 preoperative scans
of the asymptomatic side revealed 67 patients (52%) had NC, 29 (23%)
had VC, 32 (25%) had VA, and none had AT. Patients with NC, VC, or
VA were signiﬁcantly more likely to have the same result on the opposite
side (P < .05).
Conclusions: Postoperative duplex scans reveal VC and VA resolve
during the year after FRRS, obviating the need for repeat venograms or
intervention. Patency rates are excellent in all patients when postoperative
venography directs the intervention. Patients with NC, VC, or VA on pre-
operative scans often show the same result on the opposite side.Author Disclosures: M. S. Orlando: None; K. C. Likes: None; Y. Lum:
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Objective: The introduction of carotid stenting has led to a rapid
rise in the number of specialists performing this procedure. The
